Mexican American males have higher levels of total cholesterol and triglycerides, higher body mass indexes, and a higher prevalence of diabetes than do non-Hispanic White males. They are the least likely Hispanic subgroup to be insured, to have recently visited a physician, or to have preventive exams. To explore factors related to the use of preventive exams among mature men, and specifically among Mexican American men residing along the Arizona, United States/Sonora, Mexico border, information on barriers and motivating factors to male participation in preventive screening exams was collected. Interviews were conducted with mature men and women from a single border community and with clinical staff from three different border communities who deliver services to similar populations. Responses were triangulated. Common themes identified include health education/information/advertisement and female/family support as motivating factors and machismo/denial/fatalism as a barrier to male health-seeking behavior.
pulmonary disease, and diabetes (Mayo Clinic, 2005; National Center for Health Statistics, 2004) . Men are more likely than are women to be overweight and to smoke cigarettes, two known contributing risk factors for multiple chronic diseases (National Center for Health Statistics, 2004) . Furthermore, men are almost twice as likely as women to report no usual source of care and no health care visits to a doctor's office within the 12 months prior (National Center for Health Statistics, 2004) . The current situation is unlikely to improve unless men change their behaviors. This can be promoted if clinicians develop educational strategies that can successfully reach males.
Historically, although men have been involved in health science research, in large part as study subjects, health promotion and education programs have focused on women's health (Courtenay, 2000; Reagan, 1997) . Reagan (1997) suggested that "when one group is identified as most in need of information and attention, others who do not identify with that group may see themselves as free of risk" A lthough men report better overall health than do women nationally, their life expectancy is approximately 5 years less (Kochanek, Murphy, Anderson, & Scott, 2004; National Center for Health Statistics, 2004) . Proportionally, more men than women die of heart disease, cancer, chronic obstructive (p. 1787) . In other words, the emphasis placed on female health may be contributing to existing health disparities experienced by men. The situation is exacerbated when considering male minority populations.
Statistics demonstrate significant health inequalities among men of color compared to White men. For example, Mexican American males have higher levels of total cholesterol and triglycerides, higher body mass indexes, and higher prevalence of diabetes than do non-Hispanic White males (Mitchell, Stern, Haffner, Hazuda, & Patterson, 1990 ; National Center for Health Statistics, 2004; Rich & Ro, 2002) . Many of the complications and outcomes associated with these conditions can be prevented with early detection and healthy behavior changes. However, it remains unclear what strategies might be effective in reaching Mexican American men and in increasing their participation in health-seeking behaviors, including screening exams. This situation is only likely to get worse because Mexican Americans, who make up the majority of the Hispanic population, are the fastest growing minority group in the United States and are the least likely Hispanic subgroup to be insured, to have recently visited a physician, or to have preventive exams (Council on Scientific Affairs, 1991; Morales et al., 2004; Solis, Marks, Garcia, & Shelton, 1990; Treviño, Moyer, Burciaga Valdez, & Stroup-Benham, 1991) . Addressing male health issues not only will require the development of new educational strategies but will require a change in male health-seeking behavior. Courtenay (2000) noted that little information exists about why men participate in unhealthy behaviors and exhibit fewer health promotion beliefs. Although studies have examined determinants of male participation in preventive exams, most have focused on cancer screenings, and only a handful of those studies focused on Hispanic men (Lantz, Dupuis, Reding, Krauska, & Lappe, 1994; Larkey, Hecht, Miller, & Alatorre, 2001; Myers, Vernon, Tilley, Lu, & Watts, 1998; Silvestre & Kingsley, 1993; Tingen, Weinrich, Heydt, Boyd, & Weinrich, 1998; Underwood, 1991; Weinrich et al., 2000; Zimmerman, 1997) . Furthermore, there is a lack of information about barriers and motivating factors to participation in preventive screening exams for Mexican American men in general, and specifically for those living along the Arizona, United States/Sonora, Mexico border.
In an attempt to increase participation among mature men (40 years and older), and specifically among Mexican American men, in community-based chronic disease prevention efforts along the Arizona, United States/Sonora, Mexico border, this study collected information on barriers and motivating factors to male participation in preventive screening exams. This research is unique in that it elicited information about potential male participation in chronic disease prevention efforts from three groups of respondents: (a) mature men from a single border community, (b) mature women from the same border community, and (c) clinical staff who deliver services to sociodemographically similar populations in three different border communities. Responses were triangulated to identify common themes across groups to develop a more complete and comprehensive strategy for increasing male participation in community-based health promotion programs along the Arizona-Sonora border.
Method Study Population
The U.S.-Mexico border is more than a geographic line where two countries meet. For almost 2,000 miles, people, cultures, economies, and health issues come together to create a region where communities on both sides of the border have more in common with each other than with other communities in their respective countries. Border crossings are made routinely in both directions for work, medical and dental services, shopping, and visits with family and friends.
Hispanics make up approximately 70% of the U.S. border population (Diabetes Project, n.d.) . A variety of factors, including high levels of poverty, lack of medical insurance, inadequate access to health care, and low education levels, increase U.S. border residents' risk of adverse health conditions and risk-taking behaviors. More than 30% of Hispanics living along the border are uninsured, and the prevalence of modifiable risk factors for many chronic diseases is 5 to 10 times higher among Mexican Americans living at the border compared to the United States as a whole (Diabetes Project, n.d.; U.S. Department of Health and Human Services, 2000) . In Arizona border communities specifically, between 85% and 95% of residents are Hispanic, more than 30% report an income 100% below the federal poverty level, more than 65% report an income 200% below the same level, and unemployment rates range from 10% to 60% (Arizona Department of Health Services, 2005a Services, , 2005b Services, , 2005c Services, , 2005d Services, , 2006a Services, , 2006b Services, , 2006c Services, , 2006d Cochise College Center for Economic Research, 2003) . Results of a household survey conducted in 1997-1998 determined that the prevalence of diabetes among Hispanics 40 years and older in one Arizona border community was 20%, which is 2 to 2.5 times higher than among non-Hispanic Whites living in the same area (Flood, Lebowitz, De Zapien, Staten, & Rosales, 1999) . It is within this context that interviews were conducted in an effort to develop strategies to increase male participation in preventive health services.
Recruitment
Men who participated in this study were members of local civic organizations. During regularly scheduled meetings of the organizations, they were invited to participate in an interview about their chronic disease screening history, health-seeking behaviors and practices, and the barriers and motivating factors that impede or promote participation in preventive screening exams by men in general. Men were eligible to participate if they were 40 years of age or older.
Female respondents selected for the present study were former participants of a community-based chronic disease screening intervention designed to test the efficacy of a community health worker (promotora) in increasing compliance with routine preventive screening exams among women, 40 years and older, residing at the Arizona-Sonora border. On completion of this intervention, researchers in the current study conducted follow-up interviews with the women to elicit information about their participation in the intervention and their perceptions about barriers and facilitating factors to male participation in preventive screening exams.
Interviews also were conducted with clinical staff to elicit information about barriers and motivating factors to male participation in preventive screening exams as well as strategies to increase compliance with preventive exams among men living at the Arizona-Sonora border. Clinic personnel were interviewed from both the community clinic that had provided services to female participants in the chronic disease screening intervention and the community clinics located in two other Arizona border counties serving similar populations.
Data Collection
Structured interviews on male health were conducted with men and women from a single Arizona border community and with staff from community health clinics located across three Arizona border counties over a 12-month period beginning in May 2002. The interviews were designed to elicit information on specific topics from each of the three groups of respondents. However, questions about barriers and motivating factors to participation in preventive screening exams by mature men were common to all three interview instruments.
Open-ended questions about barriers and motivating factors were included on the structured instruments administered to the former female intervention participants and clinic staff. The male interview instrument included a list of potential barriers and motivating factors for men based on a literature review of factors related to male participation in health exams. An "other" space was included to capture responses not previously identified.
A total of five bilingual interviewers conducted the three sets of interviews in the respondent's language of preference in a private location. Male interviews were conducted by a mature female community health worker, female respondents were interviewed by a female community health worker and a female university researcher, and three university researchers (two women and one man) conducted the interviews with clinic personnel. All five interviewers had previous interviewing experience. Prior to conducting interviews, they received training in the purpose of the study, the instruments, informed consent, and confidentiality issues. Each respondent completed an informed consent form approved by the Institutional Review Board of the University of Arizona prior to participation. Interviews took between 30 and 60 minutes to complete. Before the respondent left the room, each interviewer reviewed the instrument for completeness. Another university researcher reviewed all interviews a second time for accuracy and completeness. Potential participants were not interviewed if interviewer attempts at contact proved unsuccessful at three different points in time.
Data Analysis
Preliminary data analysis occurred during fall 2003. Final analysis was completed in spring 2004. The quantitative male interview data were entered, and response frequencies were calculated using Microsoft Access (Microsoft Access 2003, Version 11.6, Microsoft Corporation) . Qualitative data from the female and clinical staff interviews were entered into Microsoft Word documents, which were then imported into NVivo, a qualitative text analysis software program (QSR NVivo Version 2 for Windows 98, QSR International, Melbourne, Australia).
Content analysis was conducted to identify emergent patterns in the qualitative data generated from the female and clinic interviews. Two researchers worked independently to identify patterns in interview responses and to generate thematic coding categories to represent the patterns. One researcher worked with the female interview data, and another worked with the clinic data. The researchers worked collaboratively to define a final set of thematic codes, and one then coded all responses pertaining to male participation in preventive exams from both female and clinic qualitative data sets. A fourth researcher independently coded 10% of these same responses using the established codes. The thematic codes derived from the qualitative data were triangulated with the quantitative response categories from the male interviews. All researchers involved in data analysis were bilingual in English and Spanish.
Results
Twenty-nine of 35 men (83%) who originally agreed to be interviewed actually completed an interview. The 6 men who did not complete the interview either were out of town when the interviewer tried to contact them or reported that they were ill. Of the 29 men interviewed, the majority were Hispanic (79%); were between 40 and 59 years of age (69%); were born in the United States (66%); were employed (79%); earned at least $20,000 a year (62%); had a high school education or greater (83%); were single, divorced, or separated (52%); and described their health as good or excellent (93%).
Of 101 former female intervention participants, 83 (82%) were interviewed. The other 18 women had either moved or could not be contacted after three attempts. The majority of the female respondents were Hispanic (96%), were between 40 and 59 years of age (86%), were born in Mexico (86%), lived below the federal poverty level (76%), had less than a high school education (77%), and were married (72%) (Hunter et al., 2004) . The results of the intervention as well as a complete description of demographic variables have been reported elsewhere (Hunter et al., 2004) .
All 25 of the clinic staff approached from the three Arizona border county sites agreed to an interview. Eight staff persons from the community clinic that provided services to female participants in the chronic disease screening intervention and 17 from community clinics located in two other border counties serving similar populations were interviewed. Clinical respondents included case managers, providers, and administrators. Sociodemographic data were not collected from clinic respondents.
Common Themes

Motivating Factors
The themes identified in this study that are related to motivating factors are listed in Table 1 . Analysis revealed two themes common across respondent groups regarding motivating factors for male participation in preventive screening exams. These themes were (a) health education/information/advertisement and (b) female/family support.
Health Education/Information/ Advertisement
Men said that receiving information on available resources, learning about their health, and gaining knowledge about screening guidelines would be influential in seeking preventive care. Female respondents most often said that offering men information about their health, screening guidelines, the benefits of routine exams, general disease prevention, and hidden symptoms would help motivate men to go to the clinic for preventive care. Clinical staff felt that education about general prevention and the importance of exams, health maintenance, and risk factors that are common with aging were important in motivating men to go for screening exams. Clinical staff believed it was important to educate men about their bodies, to dispel the myth that old age means ill health and death, and to deliver the education in a way that connects a man's health to his ability to care for his family. Clinic respondents also reported outreach to men in the community through radio and television advertisements and through printed materials distributed in libraries, gyms, bars, churches, public restrooms, men's social groups, and health fairs to be important.
Female/Family Support
The majority of men who identified female or family support as a motivating factor to seeking preventive care referred to the emotional and moral support provided by families in general. Clinical staff and female respondents more often specifically identified the wife or partner as the motivating factor for men. Female respondents reported that women could encourage and support their partners to go for their exams or even accompany the men to the clinic. Clinical staff identified the importance of working with the partners of men as a way to increase compliance with appointments and to educate the men.
Barriers
One common theme was identified across respondent groups regarding barriers to male participation in preventive screening exams. This theme is listed in Table 2 .
Machismo/Denial/Fatalism
Analysis revealed machismo/denial/fatalism as a single common theme across respondent groups. Both clinic and female respondents listed machismo as a barrier to seeking preventive services among men. Machismo relates to cultural attitudes toward masculinity. With regard to health, the concept of machismo dictates that any attention toward personal care, such as visiting a doctor, can be interpreted by others to be a sign of weakness (Acosta, 2003) . All three groups of respondents listed issues related to denial as a barrier, stating that men believe illness or disease will not happen to them or that they simply deny the health problem even if it already exists. Only male respondents listed fatalism as a barrier to seeking preventive exams. The idea of predetermined fate, or the idea that whatever happens is "God's will," is tied closely to fatalism, which is held to be a common belief in traditional Mexican culture (Ramirez & McAlister, 1988; Schwab, Meyer, & Merrell, 1994) . As these three response patterns are interrelated, they were pooled into a single theme. Denial and machismo are connected concepts in that culture influences how a man should behave if he wishes to preserve his integrity and continually maintain his role in the masculine society, in which acceptance of ill health is a sign of weakness. Machismo, in turn, is related to fatalism, resulting in the claim that illness in macho males is caused by an outside force over which men have no control.
Discussion
This study analyzed responses about barriers and motivating factors to male participation in preventive screening exams. A triangulated method was used to compare and contrast qualitative responses from male questionnaires and quantitative responses from questionnaires administered to clinical staff and female participants. The three common themes identified in this research include health education/information/ advertisement and female/family support as motivating factors and machismo/denial/fatalism as a barrier to men seeking preventive health services. Health education and information have been common topics in discussions about minority male health promotion efforts. Studies have documented a lack of knowledge among Hispanics with regard to causes, risk factors, and preventive health practices for both cancer and cardiovascular disease (Lantz et al., 1994; Larkey et al., 2001; Ramirez & McAlister, 1988) . Results of focus groups conducted with migrant farm workers revealed a lack of knowledge and education to be a barrier to early detection of cancer (Lantz et al., 1994) . Likewise, Zimmerman (1997) reported that Hispanic males identified "being uninformed" as a reason for lack of participation in prostate cancer screenings and suggested "promoting awareness" among themselves as a strategy to reverse this trend (p. 502). In focus groups conducted as part of "A Su Salud," a media-based intervention designed to increase knowledge about the health risks associated with smoking and to promote smoking cessation and prevention among Mexican Americans in South Texas, a lack of knowledge about preventive health care was a major theme identified (Ramirez & McAlister, 1988) . Our results support the above-mentioned findings. Education and information dissemination could take place through many channels, including interactions with providers, community health workers, family, and friends. Specifically, because community health workers have been shown to be effective in increasing compliance with routine preventive exams among women 40 years of age and older in this same geographic region, male community health workers might be an effective strategy to reach men (Hunter et al., 2004) . Advertisements and information could also be distributed through local churches, social clubs, and work sites.
The second theme identified as a motivating factor was that of female and family support. This theme is not as common in the literature. However, during the development of a diabetes intervention aimed at improving the health of Mexican Americans, Brown and Hanis (1999) found that involvement of family members was an important issue among community members. Results of focus groups and interviews revealed that respondents felt it important to involve spouses and family members as support for diabetic persons (Brown & Hanis, 1999) . Zimmerman (1997) encountered similar findings in interviews with Hispanic men about increasing participation in prostate cancer screenings. Although it accounted for only a small percentage of results, male respondents suggested providing education to "wives, children, and others during medical visits or at schools" (p. 503). Involving women and families in male health promotion efforts may prove to be a very effective strategy for improving preventive health practices among Mexican American men as the Hispanic culture places a great deal of emphasis on the family, both immediate and extended.
Finally, the single common theme identified as a barrier to male participation in preventive health exams was machismo/denial/fatalism. Although the three elements of this theme have been discussed separately, for the purposes of this research, they were combined because the authors felt they were interrelated and because they were discussed as such by respondents. Machismo is a cultural term describing one's masculinity and role in society. During interviews conducted as part of this study, respondents used this word specifically to describe perceived barriers. As discussed in the literature, machismo, or the idea of one's manhood, may act as a barrier to preventive health care as it encompasses the attitude that needing or seeking health care is a sign of weakness among men (Larkey et al., 2001; Rich & Ro, 2002) . Entwined in this concept of masculinity are elements of denial and fatalism. Denial by men that they could be afflicted with a health condition and denial of an existing condition were both identified by respondents in the current study as barriers to receiving preventive exams. Denial of current or possible future health problems is a logical response by men who want to dispel the belief that they might be weak or need care and, thus, is in concordance with the machismo attitude among this male population. The final element of this common barrier theme is fatalism. Fatalism, or the idea of God's will, can be described by the belief that if a person becomes ill, it is because it is God's will, and thus control of the situation is beyond an individual's power. In other words, if something is going to happen, it will and there is nothing that a person can do to prevent it. This mentality, although not uncommon among Hispanic populations, can be extremely detrimental to health promotion and disease prevention efforts. Ramirez and McAlister (1988) encountered this belief with regard to smoking and cancer, as did Brown and Hanis (1999) with diabetes.
Limitations
There are limitations to this research. The results of this study apply to mature men residing in predominantly Hispanic communities at the Arizona, United States/Sonora, Mexico border. Generalizability to other male populations may be limited. Interviews were conducted with men who were recruited from local civic organizations in one community, and their responses about barriers and motivating factors to male participation in preventive screening exams may not be reflective of the broader male population of that or other border communities. Finally, male responses to interview questions may have been influenced or biased due to the fact that a female community health worker conducted the interviews.
Our results are not exhaustive. Other themes identified by only one or two respondent groups deserve further exploration and consideration. However, our findings are consistent with strategies employed by another U.S.-Mexico border health program: the "Nuestros Hombres" program. The program was developed to address Hispanic male health concerns and incorporates many of the same themes identified in our study, including education, information and advertisement, and community health workers (Rich & Ro, 2002) . A description of the program states that the project "works to change the attitude that Hispanic males should just 'take it like a man'" when addressing health issues (Rich & Ro, 2002, p. 16) . It is encouraging to see another program addressing these same issues among a similar population.
The report by Rich and Ro (2002) produced for the W. K. Kellogg Foundation draws attention to male health disparities and especially those among men of color. In their report, the authors identified "lack of appropriate and targeted health promotion activities for men of color" as one reason for the excess morbidity and mortality among these populations (p. 4). Our study explored issues surrounding participation in preventive health exams by mature men in an effort to develop culturally appropriate and relevant strategies to incorporate into community-based health promotion/disease prevention programs along the Arizona, United States/Sonora, Mexico border.
